When reviewing the endorsement 53 (85%) ( Table 1) of the recommendations and several tables, although authorized by the Institute for Clinical Systems Improvement (ICSI), are translated literally and not adapted from a perioperative protocol (https://www.icsi.org/ asset/0c2xkr/Periop.pdf) of an institute with little international recognition and written by a family doctor and other healthcare colleagues with no academic publications. It is then surprising that the literal translation of a document not endorsed by the US anesthesia society becomes mandatory in Colombia.
Two examples of the document's weakness:
"Obtaining [electrolytes] from patients chronically using digoxin, diuretics, ACE inhibitors, or angiotensin receptor antagonists (ARAs) in recommended [GRADE D2]." "Patients aged 65 or over may be considered for a preoperative electrocardiogram [GRADE C2]."
The original Card et al. document gives no references to support these recommendations. In the first case the AHA/ACC 2014 guidelines on cardiac patient evaluation for non-cardiac surgery, that have the strongest academic weight in the literature, fail to mention this aspect and clearly there are no literature references in PubMed either.
In the second case, the age-based recommendation to do an ECG was indicated in 2002, but since 2007 such indication was removed. 2 In fact, there is ample literature showing that the ECG fails to predict perioperative cardiac events beyond the medical record, and hence its routine use is no longer practiced and some editorial articles are even reassessing its perioperative value. 3, 4 Base on this argument we respectfully suggest that S.C.A.R.E. considers the possibility to do a comprehensive review of this Manual since it may give rise to considerable medical-legal difficulties in the practice of anesthesiology in the country.
Likewise, we suggest that the Journal specifies the regulations for publishing piecemeal translations of documents that may be misleading with regards to the original authorship, as in this particular case. When 85% of the essence of a document (the recommendations) is translated literally, the authorship belongs to the original writers and not to the translators or those that compiled the material.
If assuming that the rest of the text (introduction and methods) was written mostly by the authors rather than the translation, the Instituto Colombiano de Normas Técnicas y Certificación (ICONTEC) standards for quotes shall be applicable, requiring the identification of direct quotes with quotation marks (less than six lines) with a footnote. If the quote is longer than six lines, it must be identified with the text source and each quote shall be marked with a reference number. 5 If the Vancouver method for quotes is used, direct quotes shall be presented with quotation marks, with the exact page number of each quote. 6 None of these guidelines are evidenced in the article published and this causes some confusion, since the clarification of having a translation license from Lippincott Williams and Wilkins/Wolters Kluwer Health, Association of Anaesthetists of Great Britain & Ireland & the AAGBI Foundation, Institute of Clinical Systems Improvement is not an excuse for not explicitly defining the sources of each translated section, as required by the universally accepted quotation rules.
